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3. PROGRAM  IDENTIFICATION:  TITLE XIX OF THE  SOCIAL I SECURITY  ACT  (MEDICAID) 

TO:  REGIONAL  ADMINISTRATOR 
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4. PROPOSED  EFFECTIVE  DATE 

5. TYPE OFPLAN MATERIAL (Check One): 

NEW  STATE  PLAN [7 AMENDMENT  TO  BE  CONSIDERED  AS  NEW  PLAN >a AMENDMENT 

COMPLETE  BLOCKS 6 THRU 10 IF THIS IS AN  AMENDMENT (Separate  Transmittal  for  each  amendment) 

6. FEDERAL  STATUTElREGULATlON  CITATION: 7. FEDERAL  BUDGET IMPACT 
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0 

$*=crt 
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??age 6 
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?age 2 1  

10. SUBJECT OF AMENDMENT: 

Sect ion  1333(b) Pro,o,::am Desregards 

11. GOVERNORS  REVIEW (Check One): 

0 GOVERNOR'S  OFFICE  REPORTED  NO  COMMENT 
COMMENTS OF GOVERNORS OFFICE  ENCLOSED 

0 h0 REPLY  RECEIVED  WITHIN 45 DAYS OF  SUBMllTAL 
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